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of other health care providers, and health insurance policies generally provide unlimited access to its services.
Although the extent of emergency room use is well documented, sociodemographic determinants of its use remain unclear, particularly for nonemergency conditions. Descriptive data suggest that race, so cioeconomic status, and the type of insurance coverage are each dis tinguishing features of emergency room users. These data show that blacks use the emergency room more frequently than whites (Ullman, Block, and Stratmann 1975; Dutton 1979; Aday, Fleming, and An dersen 1984) and that emergency room users are more often of low socioeconomic status (Bohland 1984) . Finally, O'Grady et al. (1985) have shown that use of the emergency room declines if the insurance policy requires patients to make out-of-pocket payments that represent a high percentage of the cost of emergency room care.
Few studies use a multivariate framework to examine the deter minants of emergency room use. Gold (1984) examined per capita emergency room visits and found them positively and significantly related to the price of hospital inpatient services, health insurance coverage, and the percentage of specialty physicians residing in the local area. Per capita visits were negatively related to per capita income and the percentage of nonwhite populations in the area. Stratmann and Ullman (1975) found that emergency room use is more likely for those with Medicaid and those in poor health. Examining a national sample of black adults. Neighbors (1986) found that emergency room visits are greater for the elderly, low-income respondents, and the unemployed. W hile informative, these studies make no distinction between emergency and nonemergency visits to the emergency room. As a result, it is unclear why the emergency room is utilized when less costly, yet equivalent, quality alternative health services are available.
As suggested by Neighbors (1986) , and in research by Miners et al. (1978) on ambulatory medical visits, the determinants of emer gency room use are best examined by separately assessing use by blacks and whites. Miners et al. (1978) found that socioeconomic factors have different effects on the utilization decisions of blacks and whites. For example, while traditional economic factors, such as the price of medical services and income, were significant determinants of am bulatory medical service use by whites, these factors did not influence use among blacks.
Recent changes in health policy make the question of the deter minants of emergency room use an increasingly important issue. Re cent health policy has led to the closing of many hospitals and emer gency rooms. It remains unclear, however, how these cost-cutting maneuvers w ill affect access to health services for those people for whom the emergency room remains a vital source of medical care. Before we can address the implications of these policies, it is important to gain a better understanding of why and under what circumstances groups use the emergency room rather than other types of facilities when nonemergency conditions arise. The analyses in this article make two primary contributions to the literature on health services utilization. W e examine the determinants of emergency room use, given nonemergency medical conditions. In the analysis, the emergency room is considered one of several alter native facilities available for care of nonemergency medical conditions. Some patients always use this facility for medical care; others are infrequent users. In this article we examine these differences in use of the emergency room and thus assess its role as an alternate care facility. The second contribution of this research is that we make a distinction between the determinants of the use of nonemergency medical services in general and use of the emergency room as an alternate care facility. These are not simultaneous decisions, especially among blacks (Neighbors and Howard 1987) . The decision to seek some kind of medical care precedes and influences the decision to choose a particular facility. Thus, their determinants should be eval uated separately as a two-stage decision-making process.
The analysis framework for this research is based on the widely used Aday and Andersen (1974) model. According to their model, use of services is determined by predisposing conditions (e.g., age, marital status, and education), enabling conditions (e.g., insurance and income) and health needs (perceptions of health and health con ditions). The model w ill be applied in the current analysis to black and white patients separately to provide a clearer interpretation of the influence of socioeconomic factors on emergency room use.
Data and Sample
The data source used in this research is the National Medical Care Utilization and Expenditure Survey (NMCUES) (National Center for Health Statistics 1983). It is a national sample of the noninstitu- From the above data set, initially all adult blacks and whites that reported a health condition in 1980 were selected. The health con ditions considered were based on a comprehensive listing of diseases from the W orld Health Organization's International Classification of Diseases (see appendix note 1). All major disease categories were ex amined in the present analysis.
Since this article examines the decision to choose medical care in the emergency room from an array of other options, all emergency medical visits are excluded from the analysis (see appendix note 2). The final sample includes all adult blacks and whites who reported health conditions and did not need emergency medical care; non emergency care was received in physicians' offices, outpatient clinics, other health clinics, the patient's home, and/or the hospital emergency room.
The sample used in the analysis of use of medical facilities included 770 blacks and 7,612 whites. Only 85 and 87 percent of these blacks and whites, respectively, were actual medical-service users and were included in the analysis of the second stage of decision making (i.e., facilities chosen).
Analysis Framework
The following analysis is developed to assess the role of selected sociodemographic factors in influencing use of the emergency room as one of several treatment sources. As previously introduced, the choice of sociodemographic factors for the analysis is informed by the general medical utilization model developed by Aday and Andersen (1974) . The second objective of our analysis is to assess differences in use of the emergency room by blacks and whites.
In this analysis we assume that: (1) the emergency room is one of many health facilities available for care of nonemergency health care problems and (2) prior to choosing the emergency room, one must first decide to seek care for a medical condition. Each level of decision making represents a dichotomous choice: seek treatment at a medical facility or not and include or exclude the emergency room as a treat ment alternative. This framework of choice implies that regression analysis must be developed using a lim ited dependent variableregression procedure. Our analysis uses logistic regression analysis.
The immediate concern of this analysis is the second stage of decision making: choice of the emergency room among medical service users. Analysis of the first stage of decision making (seek medical treatment or not), however, is also necessary. To analyze the second stage of decision making without accounting for the first creates the potential for biased regression estimates (selectivity bias) (see appendix note 3). Thus, the regression model of the second stage includes an independent variable that accounts for the first stage: the probability of use of any facility. This means that two logistic regression equations are estimated. First, the model of utilization or not is estimated and reported in table 1. The sample for this analysis includes all adult blacks and whites who reported health conditions and includes both nonusers and nonemergency uses of medical facilities. An independent variable (incorporating the information of this regression) is con structed and used in the second-stage regression model (use of the emergency room among nonemergency patients) (see appendix note 4).
For whites, the probability of use of any facility is greater for females, those less than 65 years of age, married, with small families, and at least a high school education. Furthermore, the probability of medical service use by whites is higher if the emergency room is not the usual source of care, the person has health insurance, high income, and works less than full-tim e. Digestive, impairment, circulatory, and arthritis conditions increase the probability of use by whites. The probability of use by blacks is sim ilarly affected by sex, health in surance, and health conditions. In contrast to whites, the probability of use is greater in rural areas and if self-perceptions of health are not poor.
Many of the factors found significant in influencing the probability of visits by whites were insignificant factors for blacks. Because of these different determinants of medical facility use for blacks and whites, two distinct independent variables are used in the second- stage regressions (use of the emergency room), where blacks and whites are assessed separately. Two approaches were used to examine the question of whether the probability of emergency room use by blacks and whites is differ entially determined by predisposing and enabling conditions as well as health needs. First, a chi-square test of differences in intercepts and slopes was performed. This test assesses whether every independent variable of the regression model has a different effect on black and white utilization patterns. Second, separate regression equations were estimated for the black and white samples. The t statistics from these regressions facilitate the assessment of the impact of particular in dependent variables on use of facilities by blacks and whites (see appendix note 5).
Results
The results for the emergency-room-visit regression model are reported in table 2. The chi-square test indicates that there is not a statistically significant difiference in the emergency-room regression models for blacks and whites (see appendix note 6). Thus, we were unable to support the hypothesis that every factor examined in the model had a different effect on black and white emergency-room-visit decisions. The t test indicates that there are significant within-group differences among those factors affecting visits to the emergency room by blacks and whites. These differences are indicated by significant t statistics. Moreover, the emergency-room regression model is a better predictor of visit patterns for whites, as indicated by the higher regression R~ The predisposing conditions affecting emergency room visits by blacks and whites include household status, marital status, sex, age, and education. Age is the only predisposing condition that has similar effects on emergency room visits by whites and blacks. For both groups, the young (1 8 -3 4 ) are more likely to visit the emergency room than those 65 years and older. W hites aged 35 to 54 are also more likely to visit the emergency room than those 65 years and older. For whites only, household heads and males have a higher probability of nonemergency use of the emergency room. W hile ed ucational status (college graduation) is a significant deterrent to emer gency room visits by whites, it is an insignificant factor in visit decisions by blacks. For blacks only, widows are significantly less likely to visit the emergency room than those who are married.
The emergency room as a usual source of care is the only enabling condition affecting visits to the emergency room by blacks, while visits by whites is additionally affected by insurance coverage through Medicaid, region of residence, and employment. The emergency room as a usual source of care increases the probability of emergency room visits for both groups. W hites with Medicaid are more likely to visit the emergency room than the uninsured. Residing in the Northeast rather than the South and full-tim e employment increases the prob ability that the emergency room w ill be one of the facilities used to care for a nonemergency medical condition.
Health needs also affect both groups. For both digestive and im pairment conditions increase the probability the emergency room w ill be used for nonemergency conditions. Additionally, the probability of emergency room visits by whites is increased if arthritic conditions exist.
Discussion
In the present analysis we use a traditional model (Aday and Andersen 1974) to examine medical service use and emergency room use. Ac cording to Aday and Andersen, use of medical services is determined by personal characteristics predisposing one to prefer a medical visit, family and community economic resources enabling medical visits, and health conditions creating the need to visit. Our analysis indicates that many of these factors significantly influence medical service use and nonemergency use of the emergency room and that these factors differ for blacks and whites. A general summary of our regression results can be found in table 3.
W hile specific predisposing, enabling, and need conditions are found as determinants of medical utilization by whites, use of services by blacks is predominantly determined by enabling and need factors. Sex is the only predisposing condition that is significant in the uti lization decision by blacks. As supported by the relatively lower regression for blacks, the model may exclude factors relevant to the utilization decision of blacks, particularly predisposing conditions. Similar to the results for the medical-use analysis, the emergency room visit results indicate that the model is not a good predictor of emergency room choice by blacks. However, for blacks few factors within the three factor groupings are significant determinants of emer gency room use. Indeed, among family and community economic enabling conditions, the only significant determinants of emergency room visits by blacks is the emergency room as the usual source of care. W hile the model used to examine emergency room visits by whites is identical to the model used for blacks, the corresponding regression coefficients of determination are .264 and .126. Most of our knowledge of the determinants of emergency room visits is generated from analyses that neither distinguishes between emergency and nonemergency visits nor accounts for a two-stage de cision-making process in use of medical facilities. Thus, the inter pretation of the results from the previous analyses is unclear. For example, the factors identified in the literature as significant deter minants of emergency room use depict the characteristics of those most likely to visit this facility due to medical emergencies as well as the factors influencing nonemergency visits to the emergency room. Because emergency and nonemergency visits are not analyzed sepa rately in those analyses, we do not know the specific relation between the significant determinants of emergency room use and the two types of uses of this facility.
Previous researchers characterize emergency room users as predom inantly black and in poor health, of low income, possessing Medicaid insurance, and unemployed. Our analysis indicates that black medical service users were only slightly more likely to visit the emergency room than white medical-service users (15 percent vs. 13 percent). We do not find consistent support, however, for the other hypotheses of the determinants of emergency room visits. In particular, health perception insignificantly influences the emergency room visitation decisions of blacks and whites, and income is not a significant de terminant of emergency room use. Only among whites are the un employed and Medicaid insured more likely to consider the emergency room as one of their medical facility options. Every typical characteristic of emergency room users identified in the literature was an insignificant determinant of emergency room use by blacks. Thus, by examining utilization patterns of blacks and whites separately, we have been able to distinguish between mean characteristics of emergency room users and factors predicting use of the emergency room by blacks and whites. Because whites are usually more heavily represented in survey samples, regression analyses that do not examine blacks and whites in separate models w ill generate results describing the behavior of whites, as verified in our analysis.
Traditional economic enabling factors-i.e ., income, health insur ance, and employment status-have little influence on emergency room utilization decisions by blacks. These results are consistent with those found by Miners et al. (1978) . Having insurance is often believed to lead the patient to perceive the price of medical services to be lower than the price charged for services, and thus increases use of services. Insurance affects the emergency room use decisions of whites in a manner consistent with this interpretation of its role; insurance coverage increases the probability that whites w ill use the emergency room. In contrast, insurance affects only the medical utilization de cision of blacks and has an insignificant effect on emergency room use by blacks.
Sim ilarly, full-tim e employment affects both levels of decisions only among whites, decreasing the probability of medical visits and the probability of emergency room choice. Thus, for whites differences in the time available for use of services may function as a resource constraint, while time constraints have no role in use decisions by blacks.
Additional research is needed to understand the role of regional residence in influencing emergency room visits. For whites, residence T3 < u
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in the Northeast increases the probability of emergency room visits. On the other hand, region of residence is an insignificant determinant of visits by blacks. Region of residence has been identified by many health researchers (e .g ., Newhouse and Phelps 1976) as a factor re flecting differences in nominal prices. This again indicates a general lack of response to economic factors among blacks. The results for income, insurance, job status, or region of residence could be used to suggest that decision making using economic criteria is not practiced by blacks when they choose medical facilities. Al ternatively, these results may indicate that our model does not include those economic factors significant in determining choice among fa cilities by blacks. For example, the total cost of medical services includes the out-of-pocket price, expenditures on travel between the home and needed facilities, and the cost of time spent traveling (Acton 1975) . Measures of these costs were not available for the current analysis. Further study is needed to determine the role of these factors in decisions by blacks.
The somewhat curious, insignificant role of economic factors in emergency room choice by blacks may, in part, be explained in differences across groups in perceptions of choices among available medical facilities. W hite communities may have better access to all types of medical facilities (Kleinman, Gold, and Makuc 1981; Schwartz 1978) and thus the emergency room can be used as a sub stitute for other types of facilities. In black communities, the emer gency room may be perceived as the only health care provider. Given a perception that alternative facilities are not available, economic factors (e .g ., the availability of health insurance that reduces the relative prices of medical services) may not affect decision making (Miners et al. 1978) .
Some factors found in our analysis as significant determinants of emergency room use were not found by previous researchers. These factors include age, marital status, regional residence, and particular health conditions. The effect of youth on emergency room visits is independent of race. The young (18-34) of both races are more likely to visit the emergency room. The younger age group may lack so phisticated knowledge of facilities available to them and so choose the most obvious source, the hospital and its emergency facility. The difference in choice sets between this group and the elderly deserves additional attention.
Marital status has an unusual role. W hile single and widowed whites are significantly less likely than are those who are married to use medical services, m arital status is an insignificant determinant of medical use by blacks. This contrast is even more striking when we examine the results for emergency room use. Widowhood, as compared to those married, is an insignificant determinant of emergency room use by whites and lowers the probability of emergency room use by blacks. These results suggest that the role of family structure in influencing medical utilization decisions and facility choice is different across racial groups.
W hites with a high school education or less are more likely to visit the emergency room than whites with a post-high school education. This relationship is not found among blacks. For blacks, education is not a significant factor in emergency room choice. This result is consistent with other research that found blacks at all levels of ed ucation were more likely to use the emergency room than were whites (e.g., Broman 1987) . It may be that blacks perceive limited access to alternate medical facilities. Emergency room use by whites with less education may indicate a lack of knowledge of options available. This relation between education and use of the emergency room needs to be examined in greater detail.
The insignificant role of education in emergency room choice by blacks provides further support for the hypothesis of differences in perceived access. If blacks at all educational levels perceive limited access to facilities, then differences in knowledge about alternative facilities should insignificantly affect the facility chosen.
Health conditions have the same effect on blacks and whites. Diges tive and impairment conditions increase the likelihood that blacks and whites w ill use the emergency room. W hile some have questioned whether the appropriate conditions are being cared for in the emer gency room, these results indicate that this question can be addressed independent of considerations of racial utilization patterns.
Implications
The results of this analysis indicate that traditional sociodemographic factors affecting medical utilization patterns do not provide much information about emergency room utilization by blacks. Indeed, enabling conditions (economic factors) were generally insignificant in explaining the use of this facility by blacks while being highly sig nificant for whites. Thus, the traditional utilization model seems to exclude factors relevant to the decision making by blacks. It is unclear whether these excluded factors are related to cultural preferences of blacks or characteristics of the communities in which black consumers receive medical services.
Identifying all components of the price of medical services would greatly aid the economic analysis of health care choices by blacks. Data on prices paid for services, health insurance coverage, and em ployment hours have been generally incorporated as a standard com ponent of surveys on medical services utilization. Data are seldom collected, however, on other dimensions of the price of medical care. There are data on the distance between home and usual source of care and on the time spent w aiting for the services of usual sources. These data provide information on the money and time cost of the chosen facility but do not help in facilitating an evaluation of relative money and time cost affecting the choice of facilities.
Research is needed that conceptualizes consumer perceptions of available medical facility alternatives within a community. Whites are found to have better access to traditional medical facilities than blacks (Kleinman, Gold, and Makuc 1981; Schwartz 1978) . On the other hand, black and other ethnic minority communities continue to have a viable cultural medicine tradition, one not found in white communities. This is a provider choice that is excluded from our analysis. W hile there are some studies of folk medicine among His panic populations, there are few studies of the cultural medicine tradition in the black community (e .g ., Harwood 1981) . W e do not know the role of these alternate service providers in affecting use of private and public medical facilities. This area deserves further at tention. If there are significant differences in consumer perceptions of medical markets, sample stratification in future research should reflect this diversity.
There is need to distinguish cultural/ethnic factors from effects of racial discrimination; controlling for socioeconomic status does not do this. Are blacks' utilization patterns influenced by cultural phenom enon and/or by a realistic assessment of the assistance available to them, which may be restricted by institutionalized and systematic forms of discrimination? The focus on race rules out issues of trust in physicians, perceptions of the quality of care, and attitudes toward the use of organized health care delivery systems (W ilkinson and King 1987) .
As now established, the predisposing conditions in the Aday and Andersen (1974) model may not capture cultural differences in at titudes and perceptions about health care options. To clarify this issue w ill require that we obtain measures of culture not typically used in research on health care utilization. There is need of measures that examine more directly particular aspects of culture-such as values, traditions, attitudes, roles, etc.-that may influence the process of choosing medical care. , Examining culture more directly w ill highlight subgroup variations. In using race as a primary conceptual tool to examine behavior, we assume that there is no cultural variation within racial groups. W ithin each of the racial categories, however, there lie any number of cultural subgroups-such as W est Indians, Africans, and northern versus southern residents among blacks, and English, Polish, and Irish among whites. Differences between blacks and whites may, in fact, be at tributed only to certain subgroups of whites (e.g ., Thornton, W hiteMeans, and Choi 1988) .
Given recent hospital closings, our analysis identifies those most likely to face changes in access to primary medical care services. These are individuals who choose the emergency room for treatment of non emergency conditions. Our lim ited understanding of emergency room utilization patterns among blacks suggests that we need to look more extensively at unique factors and encounters by blacks. To avoid the inadvertent exclusion of blacks from mainstream health care, policy makers need to focus on community programs. Information is needed on emergency room alternatives that communities perceive as equally convenient and suitable (Bohland 1984) . This would assure equitable and sufficient access to medical care across communities. identifies significant differences, a race interaction term on every vari able in the regression model would be necessary in a pooled sample regression of blacks and whites. If the chi-square test identifies in significant differences, yet t statistics from separate regression equa tions indicate that particular factors differentially explain decisions of blacks and whites, then a pooled sample regression would have in teraction terms on a subset of the model's variables.
The chi-square test uses the entire sample of black and a reduced sample of white medical-service users. This sample-size adjustment is required due to the discrepancy in sample sizes for blacks and whites; the sample of white medical facility users is approximately ten times that of blacks. To perform the test of differences without adjusting for sample-size differences would muddle the information provided by the test. A regression performed on a large sample w ill identify a larger number of significant factors as compared to a small sample regression. Thus, a chi-square test performed on two samples of equivalent size purges the statistic of sample size bias. In the following analysis, the chi-square test assesses differences in decisions on the use of medical facilities by a representative, 20 percent sample of white medical service users {n = 1354) and the sample of black medical service users.
6. The test statistic is defined by the difference in -2 * loglikelihood ratio for a logistic regression that pools the black and reduced white sample (assuming the two groups are the same) and a regression that assumes the intercepts and slopes for the two groups are different (Maddala 1977, 132-36; Johnston 1984, 207-25) . The test statistic has a chi-square distribution. The critical value of the test statistic for our model is 4 4.9 . W e obtained a value of 40.53.
Furthermore, the significant factors in the regression of the 20 percent sample of white medical-service users were widowed, sex, age (18-34 and 3 5 -5 4 ), education (some college), region (north central and South). The overall model statistics were: = 118.62, d.f. = 34, p < .001; R" = 0.223.
